Background: Asymmetries in knowledge and competence in the medical encounter
| INTRODUC TI ON
of which can be shaped by the setting and the activities within that setting. 3, 5 Asking questions is one of the primary ways in which patients involve themselves in the consultation process. 3 This simple verbal act is also linked directly to patients' information needs 6 as well as improved information provision from clinicians 3, 7 and more recently has been demonstrated as a powerful intervention to shape physician behaviour. 8 However, the opportunities for a patient to ask a question in the consultation may not always be maximized. Even when patients have strong preferences for information (to be provided), this does not always result in patients engaging in informationseeking behaviours, like question asking. 6 In part, this may be due to the specific structure of the medical encounter 9 where typically doctors lead the sequence of activities (information gathering, history taking, differential diagnosis, treatment proposals, etc.) to be accomplished within the consultation. This routinized structure is so embedded in conventional understandings of the doctor-patient relationship that typically patients intuitively comply with it, 10 often surrendering the expression of communication behaviours like question asking. Frankel 9 provides some telling evidence on this issue.
Using findings from early conversation analytical studies of doctorpatient encounters, he argued that the turn-taking system found in the medical interview exhibits a much more restrictive interactive form when compared to ordinary interaction. This form is shaped by the doctor's objectives and interests, which typically imposes constraints that deter, rather than encourage, patient involvement. The result is that "routine restrictions [are] placed upon speakers and the types of turn organizational formats they conventionally employ."
Consequently, Frankel argues, patient-initiated direct questions rarely appear in the medical encounter. When they do appear, he suggests, they do so with some form of subtle modification.
Dr: Very good. (0.4) very good=lemme see yer ankle. (2.2)
Dr: Pt. hhh VERY GOOD Pt: I wanna ask yih som'n Dr: What's that. (Frankel 1990: 241)
The sequence above demonstrates one of the devices patients employ, a sequentially modified question, designed to manoeuver the interactional restrictions of the medical encounter. This operates, Frankel argues (in contrast to ordinary interaction), to reduce the force of asking a direct question by delaying the placement of that question in its initial position by, in this case, using a prefatory utterance (I wanna ask yih som'n). Such utterances are utilized by patients to seek permission to initiate the act of asking a question.
Their use also provides some evidence of the patient's uncertainty about asking a question, its placement in the ongoing sequence of activities as well as how the doctor will respond.
Of course, since the 27 years following Frankel's work, this restrictive interactive form has come under increasing scrutiny as the patient-centred approach, which is designed to foreground the patient's knowledge and experience as part of the interaction to effect active patient involvement, has steadily gained more momentum.
Despite this, however, evidence can still be provided of patients' dispreferences to ask questions in the consultation and this is not only limited to primary care encounters. More recently, evidence of the constraining effect of the structure of the medical encounter has been found in oncology consultations. In these settings, patients' information needs are both varied and substantial, 11 yet patients rarely ask questions unless explicitly invited to do so. 11 Ford et al 12 have
shown that oncologists' lack of explicit invitations to explore the pa- In particular, QPLs have been shown to have a positive influence encouraging question asking about diagnosis and prognosis. 16, 17 There are, however, two fundamental issues that require further examination. Firstly, the definitive impact of QPLs on improving patient question asking has yet to be established. 18 Findings from stud- 
typically orient to diagnosis as the domain of clinical expertise. 10 In relation to this, there is substantial evidence to suggest that news announcement and patient response are related and that the design of diagnostic news announcement can effect and shape patient response.
19-22
The findings reported in this paper examine the relation between the announcement of diagnostic news and patient question asking 
| Analysis
All 30 consultations were analysed and transcribed (using transcription conventions from CA) by GM. As a sociological method, CA focuses on the sequential organization of talk enabling the identification of distinctive sequential structures. This method has been used widely in studies of doctor-patient interaction in both primary and secondary care settings including oncology. [23] [24] [25] [26] Each consulta- follow-up consultations (Table 1) are discussed below as they represent a further subcollection of the strongest examples of the relation between diagnostic announcement and patient question asking. All drafts and revision of the analysis were made by GM.
| RE SULTS
How diagnostic news was delivered is particularly important, as it seemed to create or close down opportunities for patient questions. We counted patient-initiated questions immediately following the diagnostic announcement, as they could be directly attributable to the type of diagnostic announcement. We identified two ways in which diagnostic news was delivered, Q− and Q+.
| Typical features of the Q− delivery
We did not count patient-initiated questions following the transition to another topic as these could not be directly connected to the type of diagnostic announcement. The Q-type of diagnostic announcement occurred in 18 consultations of the subcollection of 30. In each instance, no patient questions followed the diagnostic announcement.
| Typical features of the Q+ delivery
As with Q−, we did not count patient-initiated questions following the transition to another topic as these could not be directly connected to the type of diagnostic announcement. However, in some instances of the Q+ cases the invocation of the scan or Xray results provides space for further patient questions. This type of diagnostic announcement occurred in 12 consultations of the subcollection of 30.
| The frequency and location of patient questions
The At one level, extract 1 could be viewed as the patient deferring to clinical expertise with regard to the receipt of test results. 10, 19 Within this sequence, there is minimal space for the patient to respond with no pause between the exchanges until line 6. There is some indication that the patient is orienting to upcoming news, as the utterances at lines 2, 4 and 6 are continuers giving the doctor the "go ahead signal." Nevertheless, the form of news announcement and the minimal space between the patient's response and the next doctor's utterance appears to provide a more restricted sequential environment shaping minimal patient responses.
• A "no problem" general assessment/formulation (normal/fine).
• No problem formulation provides the upshot of findings potentially closing down further discussion of topic.
• Patient alignment (minimal response) with the "termination of topic" implicativeness of the formulation/general assessment.
• Minimal time allotted between patient response and doctor's next utterance.
• Next utterance (the doctor's) consisting of a) further general assessment or b) topic change.
• Announcement of the news almost immediately followed by a more detailed reporting or description of the news.
• A short pause following the delivery.
• Patient's response (typically a question).
• Further elaboration sometimes with visual representation of results (scan/x-ray).
• Patients sometimes proposing their own interpretation of diagnostic news sometimes leading to subsequent patient questions.
The news announcement in extract 1 is characteristic of a "no problem diagnosis", 22 where in typically the patient's response is a confirmation of the general evaluation of findings. In effect, these general formulations of the findings perform "double duty" 27 by providing the upshot of the news, whilst also acting to "close a topic down as a mentionable." 27 Consequently, there is a marked degree of separation between doctor and patient in relation to the entitlement to know, potentially resulting in a negative impact on patient question asking.
In extract 2, the doctor begins by asking whether the patient has any concerns. The patient's reply ("No everything's fine"-line
3) may be a consequence of two things. Firstly, the lexical choice of "any" when asking about concerns has been shown to minimize the expression of patient concerns. 28 Secondly, the sequential position of this question, close to the start of the consultation, is quite telling for two reasons. At the start, the patient may be keen to progress the consultation in anticipation of diagnostic news foregoing any discussion of concerns at this point. Conversely, for the doctor, the placing of the question ("er any concerns at all") at the start of the consultation, where there is no information at hand, has the potential to mitigate the risk of subsequent patient questions following the "no problem" diagnosis. That is to say, once the patient reports they have no concerns they may then find it difficult to raise a question later on when information (albeit in general form) is revealed.
The actual announcement of test results is given at line 4 and, in a similar way to extract 1, is accompanied by a general assessment/ evaluation, ("absolutely fine"). Again the news is characteristic of a "no problem diagnosis" 22 where the announcement projects the force of the general assessment concerning the meaning of the results. The patient accepts this ("oh good"-overlapping talk) as the doctor continues with the delivery of results. Following this, the doctor makes a transition to another topic asking about the patient's energy levels.
In both extracts, the patients can be seen as complicit in allowing the doctor to take the lead and shape the direction of the consultation. However, how the results are delivered is not incidental. The character of the news delivery in each case shapes the character of the consultation so that minimal interactional space is provided for patient question asking. This is even more apparent in extract 3.
In extract 3 at lines 1-2, the CT scan result is announced with the evaluation "basically normal." There is a suggestion of elaboration with the announcement of "no new glands" and "some changes on your lungs." However, no further details are provided by the doctor, either on the status of the glands or the changes in the lungs, evidently a "no problem" diagnosis. 22 The delivery of the results is terminated with "so that's your CT scan."
The doctor then makes a transition to another topic asking about the lung function tests. 
| Extracts 5-8
Extracts 5-8 are more characteristic of the Q+ format described above. In extract 5, the sequence begins almost like the Q− delivery with the general evaluation, "things are very much the same." However, the doctor follows this by describing the evidence "slightly bigger but literally by 4 mm both in the chest and bowel." This reporting of the findings is immediately followed (at line 4) with the patient, unusually, requesting to see the scan. In so doing, the patient makes a very definite move towards gaining independent expertise by "actively pursuing information in accord with his own interests." A similar thing occurs in extract 6. Here, the delivery of diagnostic news opens with the reporting of the findings "so they've reported it as stable disease basically." The utterance "stable" implies some assessment, but in fact, this is a feature of the report rather than the doctor independently providing an assessment of the findings to the patient. The doctor then goes on to report the fact that there "are some lymph nodes" in the patient's pelvis but "nothing different from that." There is then a half second pause providing a space in the next turn for the patient's question "just where' exactly" (line 4) as in extract 5 the patient now demonstrates an interest in gaining independent expertise. 21 The doctor then asks the patient whether they would like to look at their scan. The patient's next question ("will I be able to tell from that"?) at line 6 orients to the asymmetrical nature of the encounter (discussed above) and is responded to by the doctor ("we can look at it together") inviting the patient to examine the scan jointly. Again, the initial reporting of the findings, rather than the provision of a general assessment of the findings, appears to be a factor in shaping the patient's response in the next turn. Subsequently, a further three questions follow on from looking at the scan together culminating in the patient proffering their own assessment at line 25 based on the information they have received from the doctor. 
| D ISCUSS I ON
The findings from this study potentially provide some direction in addressing the uncertainty patients may experience in relation to when to ask a question in oncology consultations 13 and potentially other consultation encounters. We have identified two ways in which diagnostic results are delivered, Q− and Q+. Each type of delivery appears to have different sequential implications for patient questing asking. The Q− delivery seems to produce a minimal response from the patient, whereas Q+ results in patient questions and generally more patient involvement subsequent to the announcement of the news. With the Q+ announcement, patients sometimes propose their own assessment of the diagnostic news in a move to gain independent expertise 21 and fuller understanding.
The difference between the two types is quite subtle but significant. In Q−, the announcement is encapsulated with a clinical (albeit general) assessment ("your scan is fine"). 
| Study limitations
The study is limited by its sole reliance on audio recordings of con- 
| CON CLUS ION
How, when and under what circumstances patients are inclined/ disinclined to ask questions is a complex issue. In our data, even in consultations where patients were asking questions, they tended to allow the doctor to take the lead with only one example of a patient asking a direct question without any pause or prefatory utterance following the doctor's utterance (extract 7 line 4). Q− approaches minimized the opportunities for patients to ask questions. Q+ approaches provided more scope for patient engagement, which on several occasions resulted in patients formulating the upshot of diagnostic news. Nevertheless, how patients respond to the delivery of news, may be shaped by other "presuppositional grounds." 9 Therefore, it may be premature at this stage to suggest a direct relation between delivery and response. It would, therefore, seem sensible to test the claims made in this paper to see whether they stand up to further investigation.
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Indicates rising intonation not a question although in some instances the two occur together , Indicates continuing intonation.
